Main text {#Sec1}
=========

Anna, 92 years old, former housekeeper, with a history of disabling stroke and disabling knee osteoarthritis, had been living in a Nursing Home (NH) for the last 6 years. In Anna's NH, 60% of the staff were affected by COVID-19. In March 2020, she was transferred to hospital due to hyperactive delirium where she was diagnosed with COVID-19 but then transferred to an alternative NH, designated for COVID-19 care. She died 2 days later having received palliative care but in unfamiliar surroundings. From the time her original NH was closed to visitors, until her death, she did not see any family members.

Amanda, 87 years old, a widow and former schoolteacher, was diagnosed with Alzheimer's disease 8 years ago and moved to a nursing home 2 years ago. Prior to the outbreak she was able to follow a basic conversation and had limited mobility with a walker, participated in some group activities and had regular family visitors. She died after one month isolated in her room, initially because she had been in contact with another resident diagnosed with COVID-19 and later because of her deterioration. She did not experience the hallmark symptoms of COVID-19, and had a negative PCR for SARS-COV-2, but she became progressively more disoriented and spent more time in bed.

Threats and preparation for new outbreaks {#Sec2}
=========================================

These two stories could have happened in Spain, Italy, the Netherlands, the USA or Canada. They reflect some of the potential health and psychological consequences, directly or indirectly brought on by COVID-19, to older adults living in long-term care (LTC) facilities, including nursing and residential homes, hereafter referred to as nursing homes (NH). NH residents have been the most affected by COVID-19 in many countries ([@CR1]), representing as many as half of all deaths for COVID-19 in a number of European countries, over three quarters in Canada and around 40% in the USA, according to some of the latest available data sources (Figure [1](#Fig1){ref-type="fig"}). Despite cross and within-country heterogeneity in policies, responsibilities and funding for long-term care ([@CR2]), NHs share many common threads in infrastructure, organization and workforce ([@CR3]), including low staff to resident ratios; low paid staff; low skill-mix and high staff turnover, creating environments with minimal resilience to adverse events. Figure 1Estimations of deaths in LTC facilities out of total deaths caused by COVID-19

Critical errors have been replicated by different countries, despite initial warnings ([@CR5]), including the lack of prioritization of NHs for the organization and provision of protective measures (PPEs), delays in testing of workers and patients and support staff shortages ([@CR3], [@CR4]), contributing to the spread of infection and the capacity to meet infection control protocols and provide adequate care. In most countries, deaths have mainly occurred within the NHs themselves, as, during the most critical phases of the pandemic, admission criteria have limited access of NH residents to secondary care. This may have contributed to further spreading SARS-CoV-2 within facilities and has led to questions about levels of medical and palliative care, with palliative care and access to integrated medical care already undeveloped ([@CR6]). There are very few international examples of actions to increase health care, either within homes ([@CR7], [@CR8]) or by providing care in hospitals or sub-acute facilities ([@CR9]) during the crisis.

COVID-19 has shown us that during a pandemic LTC facilities such as NHs require adequate PPEs (and training in its use), quick diagnostic testing and measures to alleviate staff shortages, which account for additional demands and include the provision of reinforcement teams ([@CR8]). Protocols for infection control rely on sufficient space to allow social distancing ([@CR10]) and isolation, but many countries still rely heavily on physical structures where shared rooms are common. Nevertheless, isolation needs to be balanced with the need to avoid immobility and maintain social and family connections (where technology can provide some solutions but may not be suitable for residents with advanced dementia) ([@CR11]).

The growing COVID-19 death toll in NHs internationally has resurfaced the discussion on care, quality, workforce and living conditions. It has also undermined public confidence in NHs, which were experiencing problems long before this crisis. Compared with same-aged community dwelling older adults, nursing home residents accumulate more clinical complexity, multi-morbidity and frailty overtime ([@CR12]). The USA now has lower nursing home occupancy because alternative models for long-term services and supports are often better suited to meet older adults' preferences and needs ([@CR13]). In other countries though, underdeveloped home care and lack of integrated support for people with complex care needs, has led to increased demand, overwhelming LTC facilities and subsequently leading to more hospitalizations ([@CR2]). These challenges highlight the need for a deep, open, societal discussion on the future of LTC facilities, and long-term care models for older adults. This pandemic might represent, at least, an opportunity to redesign a sustainable model ([@CR4]).

Home as the place to stay {#Sec3}
=========================

Multiple surveys suggest that most older adults prefer to remain in their homes as long as possible ([@CR14]). For people who decide or need to move for health or socio-economic needs, co-housing, sheltered housing or assisted living are valuable alternatives, although these options are not always viable with transitions across the boundary between the third and fourth age and adaptation to increasing care needs proving challenging ([@CR15]).

In the US, the Program of All-Inclusive Care for the Elderly (PACE) has been effective in supporting older adults at home who would otherwise fulfill the criteria to be institutionalized ([@CR16]), through integrated provision of health and social care after a comprehensive assessment of needs, at a single entry point. The community nursing care model in the Netherlands (epitomized by Buurtzorg) enables older people to remain at home by provision of community nursing services, which can be highly intensive ([@CR17]) and facilitates specialist geriatric care at home in case of complex problems or crises. To achieve this, investments in community nursing and specialist intermediate care services at home ([@CR18]) are essential.

During the pandemic, we have learned that NHs, in their current form and with current resources and priority applied to them (for PPE, testing, medical support), are an unsafe place to remain. In addition, collective decisions, such as the restriction of visits, have had a major impact on residents and caregivers' quality of life, causing much grief, especially at the end of life. While home-based options may permit better containment of transmission ([@CR19], [@CR20]), to achieve this community-based care workers also require adequate protection (PPE), job security and wages. Rethinking NH care might mean that home is the safest place, but also the place where older persons can decide for themselves what risks are acceptable and quality of life can be achieved. Although a strategy towards deinstitutionalization of care is not new, in many countries, within the EU, it has been under-developed, while the number of long-term care beds has increased ([@CR2]).

Improving quality and person-centeredness in NHs is urgent {#Sec4}
==========================================================

If home-care is the base of the future system, is there a role for institutional-based care? The answer relies, in part, on the ability to provide effective, accessible and affordable home and community-based care and support unpaid carers. Also, the speed and depth of change will likely be context-dependent ([@CR2]), and related to social and housing policies. In the case of people with very complex needs, such as people with late-stage dementia, home care might not always be a viable option. Depending on the situation, moving to a NH is not necessarily associated with a decreased quality of life ([@CR21]). Certainly, NHs need new policies, models and investments including: person and relationship-centered care allowing real flexibility and choices to improve quality of care ([@CR22]), shared decision-making, meaningful activities and social interactions ([@CR23]), adaptation to the needs of people with dementia ([@CR24]), promotion of healthier lifestyles, and embracement of new technologies which hold the potential to increase quality of life in NHs;participation of older people and their caregivers in the concept, design, implementation and oversight of NHs ([@CR25]);an "age-friendly" environment, with enough space to guarantee privacy (and potentially to facilitate segmentation during a pandemic) and well-designed outdoor spaces;an adequate size: smaller or middle-scale homelike structures would avoid the excessive standardization of routines of large-scale institutions ([@CR26]);training and support for nursing aides or assistants (also named auxiliary nurses or personal support workers), recreational therapists and volunteers, who also play a key role;robust, continued healthcare, with 24 hour registered nurses, plus central roles for physical and occupational-therapists, social workers, psychologists, nutritionists and pharmacists. Any medical support (even with ad-hoc trained figures such as in the Dutch model) needs to be integrated with community-based services and support;individualized care plans, focused on secondary and tertiary prevention and rehabilitation and early palliative care;clear care pathways linking NHs to intermediate or post-acute care, (where available) and to acute care, to prevent residents from being overlooked or discriminated upon in access to health care of the basis of age, or place of residence;standardized tools for comprehensive, bio-psycho-social assessment of the resident (including functional capacity and frailty) and agreed outcomes, in order to monitor health trajectories and provide data of public health interest.

Principles to reshape long term care {#Sec5}
====================================

Independent of the setting (private home or nursing home), there are shared principles to take into account. Different evidence-based and policy documents support the main pillars of a new model for long-term care, summarized in Table [1](#Tab1){ref-type="table"}. Older persons' preferences and the active involvement of them and their caregivers', must be the starting point ([@CR27]). Integrated health and social care should be modelled accordingly, with prevention of disability and rehabilitation as common aims ([@CR2]). Continuity of care on a daily-basis by trained professionals should be integrated with primary care resources. Specialists in geriatrics and gerontology ([@CR16]) should be involved in both conceptual and management aspects, as well as providing care in cases of complex clinical needs and for specialized time-limited interventions at home during health crises ([@CR18]). At an individual level, each older person deserves an individualized care plan and an advanced care plan, based on a comprehensive geriatric assessment, using principles of person-centered care and through a shared decision making approach ([@CR28]). At a structural level, investments for professional training to improve quality of care, as well as defining and monitoring care standards are crucial ([@CR2]). Telemedicine solutions add value for continuing education, consultation, support and benchmarking ([@CR29]). Table 1Pillars to redefine long term care post COVID-19**Older people and caregivers' involvement**- The new model should be rooted in older peoples' preferences.- Older persons and their caregivers should participate in the concept, design, implementation and oversight of the model.**Delivery of care**- Care at home should be accessible and affordable, and alternatives to home, including care and nursing homes, should be homelike.- Adequate health and social care should be integrated.- Continuity of care with primary health and social care is warranted.- Specialists in geriatrics and gerontology should be involved in the design, management and overview.- Geriatricians should provide additional support for complex clinical needs (e.g. severe dementia) or time-limited interventions during health crises.**Care at an individual level**- Patient-centered care is pivotal across all aspects (personal care, activities, spaces should reflect person's preferences).- Each person deserves an individualized care plan and an advanced care plan, based on a comprehensive geriatric assessment and shared decision-making.- Prevention and rehabilitation, as well as early palliative care, are key.**Organizational aspects**- Investments in professional training and standardized monitoring of the extent to which care meets complex needs are relevant to improve quality.- Frameworks for auditing person and relationship-centered care should be coproduced by people who receive long-term care.- Telemedicine solutions are a valuable wide-scale support for continuing education, consultation, support and benchmarking.

No doubt, pragmatic economic and financial considerations will shape model orientation and implementation for each context. The risk is that decisions will be driven on absolute costs within a narrow paradigm, such as reduction of hospital care or readmissions, rather than value based analyses or decisions (cost-quality or whole system impact). Also, if these solutions are not planned at a system level and provided at an acceptable cost, disparities, based on the socio-economic status of older people, will increase. Finally, other variables, such as the role of informal care, which is highly context and culture-specific, will influence the final model.

Conclusions {#Sec6}
===========

COVID-19 provides an opportunity to address chronically overlooked and underfunded sectors of long-term care, including nursing and residential homes, and homecare. Each mode of delivering long-term care must provide optimal standards of continuing care and maximum quality of life. More evaluation and research is needed to support decision and policy-making, in particular on the cost-effectiveness and cost-quality aspects for each specific country, region or system. So far, evidence on what works seems to point to person and relationship-centered solutions, combined with integrated health and social care, plus telehealth, to ensure timely, individualized responses to persons' needs.
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